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Great strides have been made in reducing mother-to-
child transmission (MTCT) of HIV in recent years. The 
global plan to eliminate HIV infection in children by 
2015 and keep their mothers alive has reduced new 
HIV infections among children by nearly half since 
2009.1 Many countries in sub-Saharan Africa, where 
the epidemic is most severe, have moved to providing 
combination antiretroviral therapy (ART) to all pregnant 
women irrespective of CD4 count (known as option B+),2 
which has resulted in many more women accessing ART 
and signifi cantly reducing MTCT.2,3  
Despite the great potential of ART to eliminate MTCT, 
important challenges remain in both supply (eg, drug 
availability, clinical staff , infant diagnostic capability) 
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and demand (eg, clinic attendance, stigma, treatment 
adherence). These challenges result in substantial loss 
to follow-up of pregnant women both before and after 
delivery. Close to 50% of HIV infected pregnant women 
are lost between antenatal clinic registration and delivery;4 
without retention and adherence interventions, MTCT is 
common. However, to date there are few evidence-based 
interventions to improve retention in care for people 
living with HIV, including pregnant women.5
In The Lancet HIV, Marcel Yotebieng and colleagues6 
report that a modest cash transfer provided to HIV positive 
pregnant women in Kinshasa, Democratic Republic of 
the Congo, resulted in more women attending all clinical 
visits and remaining in care up to 6 weeks post partum. 
Eliminating leakages in the MTCT cascade will be crucial 
for the ultimate eradication of the vertical transmission 
of HIV, and these data are encouraging but also call for a 
better understanding of contextual and operational issues 
in the setting of antenatal care especially in very resource 
constrained regions.
Context is incredibly important in the design and 
eff ectiveness of cash transfer programmes. The 
UNAIDS motto of ”know your epidemic” is especially 
relevant for cash transfer programmes: what is the 
goal of providing cash to individuals? Is there plausible 
evidence that cash will overcome the barriers to 
behaviour change in the target population? How 
much cash is needed to achieve the desired behaviour 
change? And what are the mechanisms of action 
through which the cash will eff ect change? 
The logistical challenges of conditional cash transfer 
programmes must not be underestimated. Is it feasible 
and sustainable to hand out cash in clinical settings? 
What systems need to be in place to prevent theft or 
corruption? How will how will conditions being met 
be monitored? Signifi cant staff  and infrastructure are 
required for these steps.
Other important programmatic considerations include 
who to provide cash to, how long to provide it for, and 
how best to provide cash in combination with other 
prevention and care services. If cash transfers for 
prevention of MTCT are considered, programmes might 
target those at greatest risk of loss to follow-up. In the 
study by Yotebieng and colleagues,6 the eff ects were 
greatest in the most vulnerable population—those in 
lowest wealth quintile, those who had to walk to the clinic, 
and those who had not disclosed their HIV status. In terms 
of length of provision 
of cash, prevention of MTCT is a defi ned period of time. In 
view of the concern about HIV transmission post partum 
and while breastfeeding, cash transfer programmes might 
include interventions during this time as well. A related 
question is whether and how to combine other promising 
interventions, such as peer-based or male engagement 
interventions,7–9 with cash transfer interventions for 
optimum benefi t. The study reported here noted that 
retention in this programme had already signifi cantly 
improved before cash being introduced, emphasising the 
eff ect that basic health system strengthening can have and 
reminding us that cash alone will not be enough to achieve 
our goal of elimination of MTCT. 
The study by Yotebieng and colleagues6 adds to a body 
of evidence showing that small incentives can improve 
uptake or retention in health services—some of these 
services have included male circumcision, HIV test results, 
antenatal clinic services, and childhood immunisations.10–13 
We are at a cross roads in terms of the AIDS response. If we 
are to meet the ambitious but exciting prevention targets 
set by UNAIDS and other agencies in the years ahead, we 
will need to consider every potential intervention that 
might facilitate those goals. Cash incentives are a viable 
intervention for further scrutiny and deployment. 
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